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OVERVIEW — This paper examines the main reform issues affecting the
Special Supplemental Nutrition Program for Women, Infants, and Children
(WIC), which is coming up for reauthorization this year. The paper provides
background information on the program, including its dramatic growth in
participation and funding. It also reviews WIC’s link to health care and its
impact on health outcomes. A series of considerations for WIC’s future are raised,
including food package and program eligibility changes, nutrition education
strategies to reduce obesity, financial risks and health consequences of relying on
infant formula rebates, and new opportunities for research and demonstration.
2
NHPF Background Paper August 14, 2003
National Health Policy Forum
2131 K Street NW, Suite 500
Washington DC 20037
202/872-1390











NHPF is a nonpartisan education and





of Women, Infants, and Children
Almost daily it seems that new reports are released documenting the
growing problem of obesity among Americans and underscoring its as-
sociation with a wide range of medical problems. Rates of type 2 diabe-
tes, hypertension, and orthopedic problems all have been shown to be
increasing as a result of the dramatic rise in obesity. In addition, recent
studies have reported a direct relationship between the amount of ex-
cessive weight and the risk of a wide range of cancer deaths1 and birth
defects.2 While the culprit is not solely poor nutrition—the sedentary
lifestyle of Americans is also at fault—greater attention is being placed
on the role that our nation’s food and nutrition programs can play in
combating the obesity epidemic and, more generally, improving health.
Consequently, members of Congress who sit on the traditional health
care committees are realizing they need to understand more about the
various food and nutrition programs run by the U.S. Department of
Agriculture (USDA). One of the most important of these is the Special
Supplemental Nutrition Program for Women, Infants, and Children
(WIC), the nation’s major nutrition program for pregnant, postpartum,
and breastfeeding women; infants; and young children.
The WIC program comes up for reauthorization this year. There is some
debate about the extent to which this program might be strengthened.
The program, which has grown dramatically since its inception, has the
strong support of nutrition and child advocates as well as members of
Congress. It has long been credited with improving birth outcomes,
reducing childhood anemia, and improving breastfeeding rates. How-
ever, WIC was launched in response to concern over malnutrition and,
while nutritional inadequacies persist to some degree, national atten-
tion is now focused on reports of unprecedented obesity, particularly
among low-income populations.3 In addition, the program today serves
a more culturally diverse population with a wider range of traditional
food preferences. For these and other reasons, many are interested in
better understanding the program and considering ways to enhance its
role in achieving national health objectives, including obesity reduction.
WIC’s various stakeholders regard it as a highly beneficial program for
participating women, infants, and children, although each of their per-
ceptions of these benefits may be somewhat different. For the child
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advocacy community, WIC represents an effective vehicle for feeding a
low-income population that otherwise would not have access to an ad-
equate diet. For WIC agency staff, the program is seen as a vital factor
in promoting and maintaining the health of an at-risk population during
pregnancy and the first few years of life. For health care providers serv-
ing Medicaid and the uninsured, it serves as an excellent referral service
for the receipt of supplemental food and nutrition education by preg-
nant women and young mothers. And for WIC’s federal and congres-
sional supporters, the program constitutes the most cost-effective health
care intervention for improved birth outcomes, bringing an estimated
savings of three dollars in health care costs for every one dollar in-
vested in WIC benefits for pregnant women.
Even though it enjoys such a stellar reputation and is backed by a large
body of supportive research, the WIC program has been the subject of
several recent reviews that have raised important questions about the
need for program reform.4 While the U.S. General Accounting Office
(GAO) has issued several reports on WIC in the past five years, two
recent studies—one by the GAO and one by the American Enterprise
Institute (AEI)—have focused attention on the program’s operation and
outcomes. Examining a variety of issues, including coordination with
health care, changing demographics of participants, and assessments of
nutritional services, the GAO offered 16 approaches for program im-
provement in its report, entitled Food Assistance: WIC Faces Challenges in
Providing Nutrition Services.5 These approaches range from including more
types of service providers to establishing more stringent professional
staffing requirements and programs for continued education to devel-
oping a strategic plan for evaluating WIC’s nutritional service outcomes.
The authors of the AEI report, entitled Rethinking WIC: An Evaluation of
the Women, Infants, and Children Program, reviewed the available research
literature on WIC, concluding that studies suffer from selection bias
and have limited applicability to the current WIC population, given that
the studies used data collected in the late 1980s, when average family
incomes of WIC participants as a percent of poverty were likely to be
considerably lower.6 The authors believe that WIC probably achieves small
dietary improvements for certain pregnant women and infants, especially
the most disadvantaged, but that the program does not have the cost-
saving results some of its proponents claim. Their major recommendation
is that the program be better targeted at those in greatest need.7
The National WIC Association (NWA) and the National Advisory Coun-
cil on Maternal, Infant, and Fetal Nutrition are also calling for some WIC
program changes. They, like others, are addressing the growing problem
of obesity. Along with other items on its legislative agenda, NWA is rec-
ommending program changes that include collaborative education cam-
paigns to address obesity and more culturally appropriate food pack-
ages. The advisory council is recommending the creation of a $20 million
annual challenge fund, which would require a dollar-for-dollar match
Recent reviews of WIC
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form.
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from each state, to support obesity prevention and nutrition education
programs.8 In addition, the USDA has requested recommendations on
the food package content from the Institute of Medicine (IOM).
Although there is no clear consensus about how far program reforms
should go, there does seem to be agreement among researchers, dieti-
cians, and the maternal and child health care community that certain
aspects of the program would benefit from reconsideration. The main
reform issues under consideration involve the following:
■ Improving the food package content.
■ Introducing more creative educational strategies for reducing
obesity and improving infant feeding practices.
■ Strengthening incentives and other supports for breastfeeding.
■ Collaborating more effectively with health care providers.
The purpose of this issue brief is to examine opportunities for improv-
ing and enhancing the WIC program’s public health functions. It pre-
sents background material and a summary of issues that are intended to
provide the basis for thoughtful dialogue on ways for WIC to serve its
population most effectively and efficiently. Addressing these concerns
undoubtedly will underscore financial and other programmatic tradeoffs
associated with change. It will also reveal what is sometimes a tension
between the WIC and public health communities, which nonetheless
share a common mission to improve the health and nutritional status of
eligible women, infants, and children. Information in the brief is based
on the authors’ review of the research literature, program evaluations,
and USDA program data; site visits to WIC clinics in Maryland, Missis-
sippi, Virginia, and Washington, D.C.; and interviews with WIC and
public health officials, WIC researchers, and representatives from WIC
advocacy groups, nutrition and breastfeeding organizations, medical
associations, and infant formula manufacturers.
BACKGROUND
Program Origins
The WIC program was established—first as a small pilot program in
1972 and then as a permanent national program in 1975—in response to
growing evidence linking nutritional inadequacies to mental and physi-
cal health defects. Its purpose was to improve the diets and, ultimately,
the health status of low-income infants, children up to age five, and
pregnant, lactating, and postpartum women determined to be at special
nutritional risk. Congress intended that WIC, unlike other food pro-
grams, would serve as “an adjunct to good health care, during critical
times of growth and development, to prevent the occurrence of health
problems.”9
Congress intended that
WIC would serve as “an
adjunct to good health
care, during critical times
of growth and develop-
ment.”
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Eligibility
Eligibility for WIC benefits, which is generally determined every six
months, is based on financial need, nutritional risk, and residency.10 To
qualify for WIC, an applicant must meet the income eligibility criteria of
the National School Lunch Program (at or below 185 percent of the fed-
eral poverty level, or $28,731 in 2003 for a family of three). The income
eligibility requirement may be satisfied automatically, however, if the
applicant is participating in TANF (Temporary Assistance for Needy
Families), the Food Stamp Program, or Medicaid or if a pregnant woman,
infant, or child in the family is participating in one of these programs.11
The nutritional risk determination must be made by a competent health
care professional,12 who can be someone other than a member of the
local agency staff, and must be based on one of the five following crite-
ria, which are set out in the statute and regulations:
■ Detrimental or abnormal nutritional conditions detectable by
biomedical or anthropometrical measurements (such as nutritional
anemia, overweight, or underweight).
■ Other documented nutritionally related medical conditions (such as
metabolic disorders, failure to thrive, and chronic infections).
■ Dietary deficiencies that impair or endanger health (such as inad-
equate dietary patterns that can be assessed by a 24-hour dietary
recall).
■ Conditions that directly affect nutritional health (such as alcoholism
and drug abuse).
■ Conditions that predispose persons to inadequate nutritional
patterns or nutritionally related medical conditions (such as
homelessness or migrancy).13
Benefits
WIC provides participants with supplemental foods and nutrition educa-
tion and informs applicants of available health and social services. As the
program is currently constructed, food is clearly the primary benefit. The
statute establishes that supplemental foods are those that contain “nutri-
ents determined by nutritional research to be lacking in the diets of” each
of the categorically eligible groups of participants, as prescribed by the
secretary of agriculture. Foods are selected based on target nutrients,
which are those nutrients that have been found to be lacking in the diets
of WIC participants: calcium, Vitamin A, Vitamin C, iron, and protein.14
States are given some flexibility, on a case-by-case basis, to substitute
more culturally appropriate foods that are nutritionally equivalent and
cost-neutral.15 Food packages specified by the secretary are typically made
available through vouchers that can be redeemed at authorized grocery
stores and pharmacies. With respect to nutrition education, the statute
requires that the state WIC agency ensure that nutrition education is
provided to all participating women and all parents or caretakers of
WIC provides supple-
mental foods and nutri-
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participating infants and children. The regulations clarify, however, that
while nutrition education must be made available to all participants,
supplemental food “can not be denied for failure” to attend nutrition
education sessions.16
Administration
WIC is federally administered by the USDA through its Food and Nu-
trition Service (FNS), but, consistent with WIC’s mandate to serve as an
adjunct to health care, Congress placed state and local administrative
responsibility for the program with health agencies. State and territo-
rial health agencies, along with 33 Indian tribal organizations, are charged
with state-level operations, including the submission of state plans. Lo-
cally, the program may be operated by any public or private, nonprofit
health agency or welfare agency that provides health care services ei-
ther directly or through contractual arrangements, although highest
priority in agency selection is given to health agencies that furnish rou-
tine pediatric and obstetrical care. The functions of these agencies in-
clude determining financial eligibility, conducting nutritional risk as-
sessments and hematological tests, providing vouchers or other means
of food distribution, offering relevant nutrition education, providing
breastfeeding support, and providing information regarding social ser-
vices, immunizations, and other health services. According to the most
recent available data, there are 2,200 local WIC agencies, mainly re-
gional and local health departments, and, since many agencies are re-
gional entities with multiple sites, some 9,000 local WIC clinics.17
Over the last 30 years, WIC’s statutory requirements concerning linkages
to health care have remained unchanged, although the insurance status of
low-income women and their sources of care have shifted dramatically.
Now, the vast majority of WIC recipients are insured, primarily through
Medicaid,18 and receive their care through private providers rather than
local health departments. At the same time, local health department func-
tions in the area of maternal and child health have been drastically scaled
back. In most local communities, WIC is the primary remaining public
health intervention for women, infants, and young children; as a result,
public officials, as well as private providers, place great reliance on WIC’s
ability to effect positive outcomes for this population.
WIC’S GROWTH
Participation Trends
Since WIC’s inception as a national nutrition program, it has grown dra-
matically and today serves almost all of those who apply and meet pro-
gram criteria. In 1975, the average number of monthly WIC participants
was 344,000; in 2001, that number was 7.3 million, more than 20 times
larger.19 Growth was strongest in the mid-1970s, when WIC clinics were
There are 2,200 local
WIC agencies and some
9,000 local WIC clinics.
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being implemented nationwide, but it has continued to grow up to the
present. Only during the three years between 1998 and 2000 did the
number of WIC clients decline, and this was due essentially to the de-
crease in participation by young children. The economy was then vi-
brant, more women with young children were working, and the num-
ber of young children living in poverty had been reduced. During this
three-year period, participation by infants and pregnant and postpar-
tum women showed no comparable drop.20 (See Figure 1 for 1977 to
2001 WIC participation trends.)
Trends in Appropriations and Rebates
The growth in WIC participation is a reflection of the steady increases
in available funding. Pleased with the program’s reported success, Con-
gress has increased WIC’s appropriation 40-fold since its inception, from
$100 million in 1975 to $4.1 billion in 2001.21 Except for two years early in
FIGURE 1
Trends in WIC Program Participation,
1977–2001
Source: Maternal and Child Health Policy Research Center, based on information from the USDA Web site.
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the program’s development and more recently in 1999, WIC has seen
increases in appropriations every year (in terms of nominal dollars).22
However, it is not only increases in federal appropriations that have
allowed for the growth in WIC participation; the infant formula rebate
program has played a significant part as well.23 Beginning in 1989, state
WIC programs began receiving rebates from manufacturers of infant
formula for each can of infant formula purchased through WIC.24 As
required by law, each state selects a single contractor25 on the basis of
competitive bids.26 In 1989, infant formula manufacturers were provid-
ing $293 million in rebates to the WIC program. In 2000, the rebate per
13 ounce can of milk concentrate infant formula was between $2.06 and
$2.84 .27 In 2001, although the exact proportion of infants exclusively
breastfed for a full year can not be determined from the available data,
it appears that the vast majority of the 1.9 million infants in WIC re-
ceived formula during at least some part of the year.28 As a result, manu-
facturers were providing $1.5 billion in rebates, more than a five-fold
increase since the rebate program began (Figure 2).29
FIGURE 2
Trends in WIC Federal Grants and Rebate Savings,
1977–2001
Source: Maternal and Child Health Policy Research Center, based on information from the USDA Web
site and telephone conversations with USDA’s Budget Division staff.
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Taking the savings from the rebate program into account, the overall
funds for food costs in WIC are considerably greater than they other-
wise would be. By law, rebate funds reduce federal food costs and en-
able more persons to be served. Consequently, they are meant to be
used for the food component of WIC.30 Based on projected rebate
amounts and associated food cost savings, states provide estimates to
FNS of the number of WIC eligibles they are able to serve and then
receive allotments for food and for nutrition services and administra-
tion accordingly.31 In 2001, rebates amounted to approximately 33 per-
cent of the funds available for purchasing food at the retail cost and,
according to USDA officials, financed food for an estimated 2.1 million
WIC participants, or 29 percent of WIC’s average monthly caseload.
The substantial growth in rebates has also resulted in an increase in the
proportion of federal funds available for nutrition services and admin-
istration. Before rebates were required, the proportion of federal funds
to support these activities was set at 20 percent. Since then, grants to
states for nutrition services and administration have been based on an
established per-participant amount. Currently, about 28 percent of fed-
eral grant funds are used for this purpose. However, as pointed out by
the GAO, when rebates are taken into account, nutrition services and
administration costs as a proportion of total program costs have re-
mained fairly constant at about 20 percent.32
THE POPULATION WIC SERVES
Among the women, infants, and young children served by WIC, the
largest group is young children. In 2001, children ages one through five
made up half of all WIC participants, while women and infants each
made up about a quarter. This is not surprising, given that there are
more young children in the eligible population. What may be surprising
to some is that the infants receiving WIC benefits comprise 50 percent of
all infants in the United States.33 (A similar proportion of infants in the
United States—47.5 percent in 2000—are covered by the Medicaid pro-
gram.34) The women receiving WIC benefits comprise an estimated 35
percent of all pregnant and postpartum women,35 and the children com-
prise 24 percent of children ages one through five.
Poverty, Food Insecurity, and Food Stamp Participation
Most participants in the WIC program are poor. According to the USDA’s
participant characteristic data, 56 percent of WIC participants were in
families with incomes at or below the federal poverty level in 2000 and
another 21 percent were in families with incomes between 100 and 150
percent of poverty; only 9 percent were in families with higher incomes,
including 1 percent with incomes above 185 percent of poverty.36 These
data, however, are not fully reliable, since another 14 percent of partici-
pants have missing income information, and when applicants are
The infants receiving
WIC benefits comprise
50 percent of all infants
in the United States.
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adjunctively eligible as participants in TANF, the Food Stamp Program,
or Medicaid, the information that is reported is not based on written
documentation.37
It seems likely, however, that, because of adjunctive eligibility for Med-
icaid, a sizable number of WIC participants, particularly infants and post-
partum women, are in families with incomes exceeding 185 percent of
poverty.38 Eligibility for WIC benefits is set at 185 percent of poverty
and is based on gross income, with no allowances or disregards.39 How-
ever, while financial eligibility for Medicaid is mandated at 133 percent
of poverty for pregnant women, infants, and children to age six, states
have wide leeway in permitting income disregards in determining Med-
icaid eligibility. They also have the option of providing Medicaid cover-
age to pregnant women and infants up to 185 percent of poverty; to
children with family incomes at or, in some cases, above 200 percent of
poverty who are eligible for the State Children’s Health Insurance Pro-
gram (SCHIP); and, through either secretarial waivers or Medicaid’s
1902(r)(2) provision,40 to pregnant women, infants, and children in fami-
lies with incomes higher than the income levels that are otherwise fed-
erally allowed. As a result, taking into account standard income disre-
gards and eligibility expansions, there are now 35 states that extend
Medicaid coverage to infants living in families with incomes above 185
percent of poverty, 35 that extend Medicaid coverage to pregnant women
at this income level, and 19 that extend Medicaid coverage to young
children at this income level.41 (See Appendix, Table 1.)
Still, most WIC recipients are in income groups that include a large pro-
portion of households with children reported to have food insecurity,
defined as “being uncertain of having or unable to acquire enough food
to meet basic needs for all household members because of insufficient
resources for food at some time during the year.” Among households
with incomes below 185 percent of poverty, more than one-third of fami-
lies report that their children are food insecure without hunger; 1.5 per-
cent report that their children are hungry.42 Those with incomes at or
below 130 percent of poverty are eligible for food stamps, provided
that they meet the Food Stamp Program’s asset and citizenship require-
ments, which are stricter than WIC’s.43 USDA participant data for 1998
indicate that about one-third of persons receiving WIC benefits also
receive food stamps.44 The amount of the food stamp benefits is gener-
ally low, however, and can range from $15 for an individual in a family
of three with income at 130 percent of poverty to $119 for an individual
in the same size family with income at 10 percent of poverty, assuming
reasonable deductions.45
Nutritional Risk
With respect to nutritional risk, virtually all applicants meet the eligibil-
ity criteria.46 Most WIC participants have deficiencies in their diets that
11
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qualify them for benefits. USDA participant data show that when WIC
participants’ food intake was compared with the recommendations of
the USDA food guide pyramid (through either a 24-hour food recall or
a questionnaire on the amount of fruits, vegetables, dairy, grain, pro-
tein, fats, oils, and sweets consumed over a one-week period), 56 per-
cent of the WIC population in 2000 was found at the time of certification
to have dietary deficiencies. Recorded nutritional risks, however, var-
ied among subgroups of WIC participants and included multiple re-
sponses that may overlap for given individuals. Among pregnant women,
55 percent had dietary deficiencies, but 64 percent had anthropometric
(body measurement–related) risks (primarily high weight or inappro-
priate weight gain pattern) and 48 percent had clinical risks (primarily
general obstetrical risks, such as young age and multiple births). Among
young children, 79 percent had dietary deficiencies and, while 37 per-
cent had anthropometric risks (primarily high weight), no other cat-
egory was notably large. In contrast to young children, only 17 percent
of infants were reported to have dietary deficiencies, while 72 percent
became eligible on the basis of their mothers’ WIC eligibility or high-
risk pregnancy, with no evidence of their own nutritional risk, and 29
percent had anthropometric risks (most often high weight or short stat-
ure).47 When funding levels for WIC were substantially lower and states
used waiting lists, enrollment was based on a prioritization of need,
and only a small proportion of participants qualified on the basis of
dietary deficiencies; the vast majority had medically related nutritional
problems (anthropometric risks, biochemical risks, or clinical risks).
Health Insurance
Today, a large majority of WIC participants have health insurance cov-
erage, a significant increase over the early years of the program, when
Medicaid eligibility levels were linked to welfare. According to the
USDA’s National Survey of WIC Participants, as many as 83 percent of
WIC participants had health insurance protection in 1998. Of these par-
ticipants, 70 percent were covered by Medicaid48 and 30 percent were
covered through an employer or another source of private insurance.49
Given the prominence of managed care arrangements in both the pub-
lic and private sectors of insurance, the high rate of coverage among
WIC participants suggests that they are highly likely to have primary
care providers and, among pregnant women, obstetricians. Rates of
insurance are highest for infants (86 percent) and lowest for pregnant
women (71 percent), who may include undocumented immigrants in-
eligible for Medicaid.
Race and Ethnicity
The WIC population is extremely diverse. In 2000, USDA participant data
show, 35 percent of WIC recipients were Hispanic, 22 percent were non-
Hispanic black, and 5 percent were American Indian, Alaskan Native,
The WIC population is
extremely diverse.
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Asian, or Pacific Islander, while 37 percent were classified as white. This
distribution among ethnic groups is consistent for infants, children, and
pregnant and postpartum women. For breastfeeding women, however,
Hispanic women comprised 45 percent of participants and black women,
15 percent. During the 1990s, Hispanic enrollment more than doubled,
growing from 23 percent of the total WIC population to 35 percent.50
THE FOOD WIC PROVIDES
State agencies over the last 10 years have received grants for food
costs that amounted to between 72 percent and 76 percent of their
federal allocations for WIC. For each of seven target groups—infants
through 3 months, infants 4 through 12 months, children ages one
through four years, pregnant and breastfeeding women, women
breastfeeding exclusively, nonbreastfeeding postpartum women, and
women and children with special dietary needs—there is a separate
federally established maximum food package. In addition to formula
for infants and tuna fish and carrots for women exclusively
breastfeeding, the packages include varying amounts of cereal, fruit
or vegetable juice, milk or cheese, eggs, and legumes (dried beans,
peas, and peanut butter). (See Table 1.) State and local WIC agencies
have the option of tailoring these food packages, however, to achieve
cost savings (for example, by eliminating certain types of food within
a category or requiring store brands) or to meet the nutritional needs
of individual WIC clients (for example, by specifying skim milk, sub-
stituting beans for peanut butter, or reducing the amounts of milk or
juice). In 2001, the average monthly after rebate food package cost for
WIC participants was $34.31, with the highest cost ($41.57) being for
breastfeeding women and the lowest ($30.78) being for infants—al-
though the prerebate food package cost for infants was actually more
than three times greater ($94.75).51
The WIC Farmers’ Market Program
The WIC Farmers’ Market Nutrition Program (FMNP), is a very small
program (a budget of $20 million in 2001) that is separate from WIC but
is administered by WIC agencies at the federal and state levels. It is the
only vehicle for making fruits and vegetables (other than carrots for
breastfeeding women) available to WIC participants. It was established
to achieve two objectives: to provide fresh, unprepared fruits and veg-
etables to WIC participants and to expand the awareness of and sales at
farmers’ markets. In 2000, the program was operating in 35 states, with
some 1,600 farmers’ markets authorized to redeem FMNP coupons dur-
ing the summer months. Approximately 1.9 million individuals partici-
pated in the program. Studies conducted in 1991 and in 1998 both showed
that WIC participants were far more likely to patronize farmers’ mar-
kets as a result of participating in the program.52
The WIC Farmers’ Mar-
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Food Package Concerns
It is not surprising that, given the recent research on the extent of obe-
sity in America, much concern has been raised about the appropriate-
ness of the WIC food package—specifically, the omission of fruits and
vegetables and the over reliance on high-calorie and high-fat foods such
as peanut butter, cheese, and whole milk. Some have also expressed
concern about the low fiber content of most allowable WIC cereals and
what they see as the excessive quantity of juice in the food packages for
infants and young children.53 (See Table 2.)
Despite some efforts within the USDA, the base components of the WIC
food packages have not been revised since the program’s inception; only










































Content of Maximum WIC Food Packages
Source: C. Kremer-LeBlanc, A. Mardis, S. Gerrior, N. Gaston, Review of the Nutritional Status of WIC Participants, U.S. Department of Agriculture,
Washington, D.C., 1999.
Note: Package III (not shown) is for children and women with special dietary needs.
Package VII (not shown) adds tuna and carrots to Package V for women who are exclusively breastfeeding and whose infants are not receiving
formula from WIC.
a Infant juice may be substituted for adult juice at the rate of 63 fl. oz. per 92 fl. oz. of single-strength adult juice.
b A choice of various forms of milks and cheeses may be available. Cheese may be substituted for fluid whole milk at the rate of 1 lb. per 3 qts., with a 4-
lb maximum. Additional cheese may be issued in cases of lactose intolerance.
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added. Congress requested a reconsideration of the WIC food packages
and the department’s FNS prepared a proposed rule in 2000. However,
due to delays often experienced during a change in administrations, the
secretary has not yet published it,54 creating some concern in the health
community. As previously mentioned, however, the USDA has recently
requested that the IOM conduct a scientific review of the WIC population’s
nutritional needs and make recommendations for food package changes,
if warranted, within 18 months.
Other concerns about the food WIC provides have been raised as well.
One, which is generally acknowledged as valid, is that the established



















































































GAO Analysis of Maximum WIC Food Packages for Selected Recipient Subgroups:
Number of Servings and
Servings as a Percentage of Daily Minimum Recommended Servings (MRS)
Source: U.S. General Accounting Office, Fruits and Vegetables: Enhanced Federal Efforts to Increase Consumption Could Yield Health Benefits
for Americans, Washington, D.C., July 2002.
Note: The U.S. Department of Agriculture’s Food Guide Pyramid is the source for minumum recommended servings.
Packages I and II (not shown) are for infants only.
a Eggs and beans.
b Eggs and peanut butter.
c Eggs.
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practices and preferences of WIC participants. (Cheese and beans, for
example are not typically part of the Asian diet.) Another, often voiced
by breastfeeding advocates, as well as the Academy of Breastfeeding
Medicine and the American Academy of Pediatrics, is that the easy avail-
ability of free infant formula is a deterrent to breastfeeding, no differ-
ent from infant formula gift packages in hospitals. Breastfeeding, ac-
cording to the American Academy of Pediatrics, should be promoted
among WIC participants as the preferred feeding method for infants
because of its health and psychological value.55
THE NUTRITION EDUCATION AND
BREASTFEEDING ACTIVITIES WIC SUPPORTS
State WIC agencies over the last 10 years have received grants to cover
the cost of nutrition services and administration that amounted to be-
tween 24 percent and 28 percent of their federal WIC allocations and,
from their nutrition services and administration grant, they are required
to spend at least one-sixth on nutrition education activities. They must
also meet a breastfeeding promotion and support spending target. To
assure adequate attention to breastfeeding activities, Congress has re-
quired that states spend a specific amount annually ($24.80 in 2001) for
each pregnant and breastfeeding participant, for this purpose.56
Nutrition Education
Local WIC agencies are required to make nutrition education available
to participants at least twice in each six-month certification period. The
initial nutritional session is usually conducted during the intake appoint-
ment with the individual, and subsequent sessions are typically offered
in a group format lasting about 10 to 15 minutes.57 Most local WIC agen-
cies schedule nutrition education sessions to coincide with participants’
voucher pick-ups (usually every three months). Nutrition education var-
ies considerably among local WIC agencies but generally consists of
large group classes and videos, often with children present; individual
counseling sessions and interactive computer programs are less com-
mon. Nutritional counseling topics covered in classes usually change
every few months and address one or more subjects, such as the food
guide pyramid, WIC food preparation, breastfeeding, and infant feed-
ing practices. Other topics, some of which are mandated, include the
use of WIC vouchers, sources of health insurance, and the importance of
immunizations. Nutritionists, nurses, and, increasingly, paraprofession-
als58 provide nutrition education.
Breastfeeding Promotion and Support
To fulfill their responsibilities for breastfeeding promotion and support,
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in addition to providing breastfeeding education for all new employees
in contact with WIC clients. Typically, pregnant or postpartum women
are referred at their initial certification to the breastfeeding coordina-
tor, usually a lactation consultant, for individualized counseling on
breastfeeding and prenatal nutrition. Some WIC agencies offer special
breastfeeding classes—which typically address recommended foods and
vitamins, weight gain, breastfeeding benefits, and effects of smoking.
In addition, a number have introduced enhanced services, often in part-
nership with other community agencies. These services include the pro-
vision of free breast pumps, home visiting follow-up with peer counse-
lors, family education sessions with fathers and grandmothers, and
parenting and early childhood development programs.
The need for providing an effective nutrition education component in
the WIC program is compelling. USDA data show that the proportion of
WIC participants who are overweight is substantial; in 2000, almost a
quarter (23 percent) of children in WIC were overweight and more than
half of both breastfeeding women and postpartum women were over-
weight (55 percent and 56 percent, respectively.)59 Also, the USDA’s WIC
Infant Feeding Practices Study found that, despite medical recommen-
dations calling for the introduction of solid foods and fruit juices only
after four months of age,60 half of all WIC infants received cereal, two-
fifths received fruits and fruit juices, and almost one-third received veg-
etables before four months of age.61
Challenges in Providing Effective Nutrition Education
Despite the need for effective nutrition education, there are numerous
challenges to providing it under the current WIC program structure.
The GAO identified several of these, including the infrequency with
which working women come to WIC sites, the increasing use of para-
professionals and the limited resources for training them, the absence
of outcome measures to assess program effects, and the extra demands
placed on programs to screen for immunizations, educate about sub-
stance abuse, and register voters.62 Other challenges identified by local
and state WIC agencies include pressures to increase, or even maintain,
caseload and participation levels, leaving little time and resources for
nutrition education; a reliance on general nutrition information rather
than on specific information linked to participants’ dietary habits or
nutritional problems; the insufficient diversity of staff and the particu-
lar difficulty of recruiting those with bilingual skills; the variability of
methods and state expertise in breastfeeding promotion; and the inabil-
ity to make nutrition education available during night and weekend
hours and through telephone contacts.63 Further, although individual
participants are often satisfied with the educational information they
receive, there is also a general perception that many participants are not
receptive to WIC’s nutrition education.64 According to Stefan Harvey, a
nationally recognized WIC expert who conducted site visits to more
In 2000, almost a quar-
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than 40 California WIC clinics in 1999 and 2000, “Most dieticians and
nutritionists believe passionately that WIC is first and foremost a nutri-
tion education program. They also believe they are forced to give nutri-
tion education short shrift.”65
Knowing how to furnish nutrition education that not only teaches par-
ticipants about healthy eating but also results in dietary changes is chal-
lenging for WIC clinic staff, as it is for any health professional. With
respect to obesity reduction in particular, effective education needs to
address both the cultural differences in attitudes toward appropriate
weight for infants, children, and pregnant women and the emotional
components of food consumption.
Model Programs
To address several of these challenges, the USDA is collaborating with
other public and private agencies to bring about improved dietary hab-
its and breastfeeding rates among WIC participants. One example of
collaborative initiatives is Fit WIC, a USDA multistate project to exam-
ine how policies, practices, and operations might be changed to make
the program more responsive to the problem of childhood obesity. An-
other, 5 A Day for Better Health, is a National Cancer Institute initia-
tive, implemented at several WIC sites across the nation, that is aimed
at increasing participants’ consumption of fruits and vegetables. A third,
Loving Support Makes Breastfeeding Work, is a USDA social marketing
campaign, undertaken in conjunction with the nonprofit firm Best Start,
to increase participants’ rates of initiation and duration of breastfeeding.
In addition, the USDA has launched a new initiative, Revitalizing Qual-
ity Nutrition Services, to improve nutrition standards, training, and ef-
fective nutrition education strategies.
WIC’S LINK TO HEALTH CARE
Functions related to health care access are also funded through the states’
grant funds for nutrition services and administration. According to fed-
eral regulations, local WIC agencies are expected to provide WIC partici-
pants access to ongoing, routine obstetric and pediatric services and re-
ferral for treatment by assuring the availability of these services either
directly or through agreements with health care providers. This require-
ment is typically met by directing clients to the Medicaid or SCHIP pro-
grams and by maintaining a list of providers to which WIC participants
can be referred. Only about one-third of local WIC clinics are co-located
with health care services, and rarely are the two integrated at a common
site.66 Yet, the implicit goal of coordination between WIC staff and health
care providers appears to be most effectively met when the two services
are integrated and centralized files are used. As others have reported,
arranging for appointments, sharing information, and consulting on indi-
vidual cases is facilitated by co-location, but not assured.67
Only about one-third
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Coordinating the nutritional and health care needs of WIC participants
is made difficult by several aspects of the WIC and health care systems.
On the WIC side, there is the issue of confidentiality: states are obli-
gated to restrict participant information to persons connected with the
administration or enforcement of the program (although a number of
states, such as Massachusetts, request participants to authorize the re-
lease of their nutritional information). In addition, local WIC agency
personnel lack the resources to establish relationships with the many
health care providers involved in the public and private managed care
networks that may be enrolling WIC participants and, in general, they
are unfamiliar with how managed care systems work.68 On the health
care side, there is most likely a similar lack of understanding about
WIC. In addition, only about one-third of state Medicaid agencies even
include a WIC referral requirement in their managed care contracts.69
WIC’S IMPACT ON HEALTH OUTCOMES
WIC has been considered one of the most cost-effective federal programs
in the United States. According to the USDA, WIC has demonstrated
positive effects on improved birth outcomes, preconceptional nutrition
status, children’s diets, infant feeding practices, immunization rates, ane-
mia, children’s cognitive development, and access to regular sources of
medical care.70 These findings have been based on numerous research
and evaluation studies funded primarily by the USDA, but also by the
Centers for Disease Control and Prevention (CDC) and the GAO, to as-
sess the effects of the WIC program. Other federal agencies and private
foundations have invested little over the years in WIC-related research.
Two studies, in particular, played an important role in building support
for the WIC program. The first study, which was conducted by Barbara
Devaney and colleagues in five states in 1987 and 1988, found that, after
controlling for prenatal care use and demographic factors, prenatal WIC
participation among Medicaid-enrolled women was associated with low
birthweight rates that were 59 percent lower than those for non-WIC
participants and very low birthweight rates that were also 59 percent
lower. Based on these estimates, the authors predicted a Medicaid sav-
ings of $1.77 to $3.30 for each $1.00 spent on prenatal WIC services.71
The second study, by the GAO, based on a statistical combination of 17
WIC studies conducted from 1971 through 1988, estimated a 44 percent
reduction in very low birthweight infants and calculated public and pri-
vate cost savings amounting to $3.50 over an 18-year period for every
$1.00 invested in WIC prenatal benefits.72
Most claims of WIC’s effectiveness are based on analyses of program
data collected in the 1980s. As a result of subsequent changes in Medic-
aid eligibility, health care utilization, and client characteristics, findings
from these studies are becoming dated. Currently, Abt Associates, un-
der contract to the USDA, is completing a comprehensive review of
WIC has been consid-
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more than 70 WIC studies on nutrition and health outcomes. Although
this review has not yet been published,73 the USDA has released pre-
liminary findings showing that WIC has had a positive impact on
birthweight and other health outcomes and has significantly reduced
Medicaid costs.74 National and multistate studies conducted since 1990
have examined WIC’s impact on pregnancy, infant, and child health out-
comes and are summarized below, along with a discussion of WIC re-
search challenges.
Pregnancy Outcome
The preponderance of evidence supports WIC’s success in improving
pregnancy outcomes. A recent study of WIC’s impact suggests positive
effects on pregnancy outcome. Lori Kowaleski-Jones and Greg Duncan,
using 1996 National Longitudinal Survey of Youth (NLSY) data from
the U.S. Department of Labor’s Bureau of Health Statistics and model-
ing techniques that minimized unmeasured characteristics that may have
biased older studies, found that prenatal WIC participation had a posi-
tive effect on infant birthweight.75 WIC’s impact on the health of post-
partum and breastfeeding women mothers has not been studied.76
Infant Health Outcomes
Little is known about WIC’s effects on infants during the first year of
life. Research on infant development, conducted by Kowaleski-Jones
and Duncan and using NLSY data on a sample of infants born between
1990 and 1996, found decreases in negative infant temperament but no
significant effects of prenatal participation on infant motor and social
skills.77 Research results on WIC’s effect on breastfeeding suggest a nega-
tive impact. One large-scale study, based on 1996 data from the Bureau
of Health Statistics’ National Longitudinal Survey of Women (NLSW)
and conducted by Pinka Chatterji and colleagues, found that WIC par-
ticipation was associated with lower breastfeeding initiation rates; the
study concluded that, while the WIC program’s breastfeeding counsel-
ing and support may be effective for some mothers, many mothers may
be more influenced by the offer of free infant formula.78
Child Health Outcomes
Research suggests that WIC participation by children ages 1 to 4 is posi-
tively associated with increased nutrient intake, but much less is known
about other child health outcomes, including long-term growth and de-
velopment.79 With respect to nutritional intake, Donald Rose and col-
leagues, using 1989 through 1991 data from the USDA’s Continuing Sur-
vey of Food Intakes by Individuals (CSFII), found that children with
family incomes less than 130 percent of poverty who were participating
in WIC had a significantly higher intake of 10 of the 15 nutrients studied,
WIC has had a positive
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including iron and zinc, than nonparticipants with the same level of
family income but showed no differences with respect to the intake of
fat, saturated fat, or cholesterol.80 In addition, Victor Oliviera and Craig
Gundersen, using later data from the 1994–1996 CSFII, found that chil-
dren in WIC showed significantly higher rates of nutrient intake, spe-
cifically iron, vitamin B6, and folate.81 An analysis of data from the 1991
National Longitudinal Follow-Up to the 1988 National Maternal and
Infant Health Survey, which is conducted by the CDC’s National Center
for Health Statistics, found little evidence that WIC had a statistically
significant effect on either height- and weight-based measures or over-
all level of health.82 Possible confounding factors limiting the validity of
these findings include not only selection bias but also the reliability of
dietary recall, differences in the demographic characteristics of partici-
pants and nonparticipants (in the Rose study), and failure to control for
food stamp participation (in the Oliveira and Gundersen study).
Challenges in Conducting Research
Recently, some of WIC’s claims of effectiveness have been called into ques-
tion. In Rethinking WIC, authors Douglas Besharov and Peter Germanis
criticize WIC’s evaluation studies for a variety of methodological rea-
sons. They argue that nearly all findings of WIC’s positive pregnancy
outcomes lack generalizability because they have been based on research
conducted in the 1980s and even earlier, when the WIC population was
substantially more disadvantaged than it is today. They argue also that
WIC’s pregnancy outcome research is flawed by simultaneity bias since it
fails to control for the length of time that women are in the program; for
a variety of reasons, women enrolling later in the program are more likely
to have a full-term, healthy baby. Their most important criticism, how-
ever, is selection bias, because WIC research compares participants to
income-eligible nonparticipants; participants, by virtue of their having
sought out food and nutritional assistance, are likely to be more highly
motivated and desirous of better birth outcomes.83
The criticisms made by Besharov and Germanis have sparked a great
deal of controversy among researchers and advocates regarding the
strengths and weaknesses of past research designs and whether or not
program effects may have been overstated. On the one hand, Nancy
Burstein, an Abt Associates economist and WIC researcher, writes:
Many researchers have attempted to estimate the impact of WIC par-
ticipation on outcomes such as birthweight, breastfeeding, and nutri-
ent intake. In my opinion those studies, with a single exception,84 con-
stitute inadmissible evidence because they use comparison group de-
signs, in which the outcomes of WIC participants are compared with
the outcomes of income-eligible nonparticipants....Practically speak-
ing, we know no more about the effects of WIC now than before the
program was introduced.85
Recently, some of WIC’s
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On the other hand, Barbara Devaney, a Mathematica Policy Research
economist and WIC researcher, acknowledges selection bias problems
that are inherent with “many, if not most, evaluations of government
programs.” However, these problems can understate the effectiveness
of a program as well as overstate it. Consequently, says Devaney:
Rather than dismiss the findings of all WIC program evaluations, a
more productive approach would be to consider the sum of the evi-
dence on WIC in light of the potential for selection bias....First, WIC
improves birth outcomes, although it is possible that the estimated
program effects may overstate the true program effects because of both
selection bias and gestational age bias....Second, WIC participation is
associated with increased intake of the nutrients the program targets.86
WIC researchers recognize the methodological challenges associated with
using quasi-experimental studies to assess program impact. While they
agree that randomized designs represent the “gold standard,” they cite
ethical and feasibility obstacles associated with withholding WIC ser-
vices and the high cost of randomized control studies. Despite these
methodological concerns, which are not unique to WIC, William Hamilton
of Abt Associates and Peter Rossi of the University of Massachusetts
note that an argument can be made that the benefits associated with
randomized experimentation may outweigh the risks, particularly be-
cause “taxpayers and program participants have a strong interest in
knowing whether these programs are working as intended.”87
CONSIDERATIONS FOR WIC’S FUTURE
Suggestions for how to improve the WIC program vary, reflecting the
differing perspectives of the program’s stakeholders. In the course of
interviewing experts for this paper, the unique perspectives of four dif-
ferent groups—the WIC community, the public health community,
breastfeeding advocates, and infant formula manufacturers—became
apparent. (Clearly, these views may not be shared by every person in
each group, but the perceptions are widely held and instructive.)
Many in the WIC community would like to see the program expand to
serve women and children who are eligible but not participating; some
advocates propose extending WIC to children in non-Medicaid SCHIP
programs who are not currently eligible. Because of concerns regarding
added per-participant costs and the potential for associated reductions
in the number of people served, they are cautious about making sub-
stantial modifications or enhancements in WIC, particularly during a
period of economic stress. State and local WIC officials are proud of the
success of the infant formula cost-containment program, which has al-
lowed more than two million participants to be served at no additional
cost to the federal government, and fear that moving from a sole source
competitive bidding process would likely result in a dramatic decrease
in rebate savings that would necessitate a reduction in participation or
an increase in federal funding. They are also proud of WIC’s ability to
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improve health and nutrition outcomes. Moreover, although they pro-
mote breastfeeding, they believe that it is important for women to have
the option to use formula. They would like to see the nutrition education
component of WIC expanded to address obesity, physical activity, and
child development, but only in terms of prevention. They do not perceive
that the intensive medical counseling needed for persons with conditions
such as obesity, lead poisoning, anemia, and diabetes can be furnished
with WIC funding.
Most public health professionals value the WIC program but would like
to see it undertake a greater commitment to health objectives. They
generally voice support for food package changes to address obesity,
while assuring that nutrients missing from participants’ diets are pro-
vided. Yet they want WIC to move away from being primarily a free-
food program and to focus more strongly on nutritional education. They
endorse expansions in counseling sessions and a new focus on commu-
nity-based interventions—particularly since many believe that other
health department nutrition activities have been abandoned as WIC has
grown and managed care has expanded. In general, the public health
community wants greater collaboration in achieving obesity reduction
and other important health status outcomes, and it advocates new ap-
proaches to serving the WIC population.
Breastfeeding advocates generally want to see the program do more in
breastfeeding promotion. Many feel that there are mixed messages given
by the WIC program, which actively supports breastfeeding while at the
same time making available free infant formula. Free infant formula, they
believe, is a deterrent to breastfeeding, and large manufacturer rebates
can create inappropriate economic incentives for WIC program staff. Some
would go as far as requiring formula by prescription only and having all
but the neediest families pay for most of their formula. Concerned with
the low breastfeeding initiation and duration rates among WIC partici-
pants, breastfeeding advocates would like to see more peer and family
support in WIC education and outreach. They would also like to see
breastfeeding coordinators exclusively devoted to providing breastfeeding
services, breastfeeding training become more standardized, and local WIC
agencies work more closely with local hospitals and lactation consultants.
Infant formula manufacturers are concerned about the dramatic growth
of the rebate program and perceive an inequity in the way that they are
treated compared to the dairy, peanut, and cereal industries. Mead
Johnson and Ross, the two manufacturers whose products account for
more than 90 percent of the WIC infant formula rebates, believe that the
current high level of rebate is not sustainable, considering the large
number of participating infants and the substantial discounts on the
wholesale cost of formula. Given their involvement, the manufacturers
would like to be viewed more as partners in WIC and to have rebate
funds be used to support more intensive health education and
breastfeeding interventions. They question whether all of the infants in
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the program are financially and nutritionally at risk and whether the
program is doing enough to avoid fraud. They believe also that multi-
source contracting could be preferable for manufacturers, at the same
time allowing more choice for participating mothers.
Now, at the time of reauthorization, and in future years, there are a
number of health-related WIC policy issues that federal policymakers
could consider to strengthen the program.
Food Package Changes: Stakeholders May Disagree
How much political will exists to revise the content of WIC food pack-
ages is not known. Whether policymakers view the WIC program as a
nutrition program, a commodity program, or a hunger program will
likely have a great impact on their receptivity to food package changes.
Key questions regarding the revision of food package content include
the following:
■ Based on their past opposition, how effective would the dairy and
cereal industries be in thwarting food package changes that substitute
fruits and vegetables?
■ Given that the substitution of fruits and vegetables would likely
cost the program more per participant, would the hunger coalition
view the inevitable tradeoff of either serving fewer people or provid-
ing less food as acceptable?
■ Given the growing science base regarding nutrition, what would
constitute an adequate, if not ideal, food package—one that is still
reasonable to provide in terms of cost and accessibility?
■ How might the reliance on IOM or another body of experts facili-
tate the more rapid adoption of new science into the WIC food
package?
■ Should WIC participants who are obese have more stringent re-
quirements specifying the types of food in their package?
Nutrition Education: Addressing Obesity
Assuming that WIC’s nutrition education can be expected to achieve
changes in eating behavior and reductions in obesity, there is still no
clear vision about how it should be structured. Nor is there agreement
about how much WIC can be expected to achieve on its own or in con-
cert with other initiatives. Yet there is some consensus that current meth-
ods can be made more effective.
■ Is there sufficient scientific and programmatic knowledge to require
that WIC achieve target objectives in obesity reduction? How much
should be expected of this or any other nutrition program?
■ What are the appropriate complementary roles of WIC nutrition
educators and pediatric and obstetrical providers? How have changes
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in the delivery of maternal and child health services and current
funding cutbacks affected opportunities for greater collaboration?
■ Should WIC use additional nutrition education strategies such as
exercise classes, Weight Watchers–like meetings, or community-
focused campaigns?
■ Should it also consider embracing more directly parenting educa-
tion and support?
■ Is there a need to enhance the qualifications and salaries of WIC’s
nutrition educators? Should money from states’ food package alloca-
tions be available for such activities?
Eligibility Determination: Serve More or Serve Better?
Since WIC is such a popular program, not much attention has been given
to issues of eligibility. Recently, however, some have argued that WIC’s
allocation of resources should be better aligned with the achievement of
health and nutritional objectives for at-risk populations.
■ Since recent research suggests that greater numbers of women,
infants, and children are eligible to participate in WIC than currently
do,88 should WIC funding be increased so that it is able to reach all
financially eligible individuals?
■ Should WIC become an entitlement program as some have sug-
gested?
■ Since states do not contribute financially to the WIC program,
should individuals in states with Medicaid eligibility higher than 185
percent of poverty qualify for WIC while those in other states do not?
■ Should nutritional risk criteria be made more stringent so that
program resources can be expanded for those in greatest need?
■ Should all women, infants, and children at nutritional risk, regard-
less of income, have the option of accessing WIC’s nutrition education
services, given the Institute of Medicine’s determination that nearly
all Americans fail to consume foods in accordance with the food guide
pyramid?89 If so, should those who can afford it pay for certain
services?
WIC and the Infant Formula Industry:
A Precarious Relationship?
The WIC program has become heavily dependent on the infant formula
industry as a result of the rebate program. Consequently, the financial
risks and health consequences of this reliance are important to consider.
■ Will infant formula manufacturers continue to bid competitively for
WIC contracts now that the program serves half of all American
infants? Might they soon decline to participate, as one company has
already done?90 Or will manufacturers simply elect in given states to
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offer smaller discounts than they have been (85 percent to 98 percent
of the average wholesale price per can)91 or to not bid at all, as has
already begun to happen in a few states?92
■ Would reduced access to free infant formula result in higher
breastfeeding among WIC participants? Or would it result in a wors-
ening of the health of some infants whose mothers might resort to
inappropriate feeding practices?
Research and Demonstrations: Avenues for Progress
As policymakers consider the development of a nutrition agenda to
achieve better health outcomes, understanding WIC’s impact on partici-
pants becomes more critical. This suggests it may be beneficial to exam-
ine new opportunities for expanding WIC’s research and demonstra-
tion initiatives.
■ Should the secretary of agriculture be given waiver authority to
permit states to establish and evaluate new approaches for improving
the health and nutritional status of WIC participants within a cost-
neutral framework? Would it be appropriate for states to experiment
with targeting greater food and nutrition education resources to those
most in need?
■ Should the USDA secretary be given expanded authority and re-
sources to conduct national studies of current and alternative WIC
interventions? Would it be possible to rigorously evaluate the
program’s impact on food insecurity, nutrition intake, and reductions in
smoking, drug abuse, and obesity? Would it also be possible to test the
effect of offering food vouchers equivalent to the value of infant
formula on a woman’s decision to breastfeed? Could national studies
take advantage of some state’s WIC eligibility levels above 185 percent
of poverty and match these women, infants, and children to non-WIC
control groups?
Congressional support for the WIC program has been longstanding and,
despite an extremely tight fiscal environment, few political observers
anticipate fundamental restructuring at this time. Yet the importance of
addressing obesity and other nutritionally related health problems
among low-income women, infants, and children is likely to grow. Con-
sequently, there will be increasing interest in examining WIC, along with
other health-related programs, to determine its appropriate role in a
new national nutrition agenda.
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originally expected, it can petition to have food funds converted to nutrition services and
administration funds and at least one-sixth of the converted amount would have to be used
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92. In New York and in a multistate cooperative that includes Arkansas, North Carolina, and
New Mexico, current rebate contracts with Mead Johnson are expiring in 2003, and the
competitive bidding process produced a bid from only one manufacturer (Mead Johnson).
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APPENDIX — TABLE 1
Maximum Allowable Income for WIC Eligibility,
Adjusted for Medicaid Adjunctive Eligibility, by State, 2001
(income expressed as a percentage of the federal poverty level)
Postpartum Women,
Not Breastfeeding
Pregnant  (through 6 months Children
Womena  postpartum) Infants  (age 1-5)
AL 185% 185% 185% 185%
AK 206% 185% 206% 206%
AZ 185% 185% 185% 185%
AR 207% 185% 200% 200%
CA 207% 185% 207% 185%
CO 185% 185% 185% 185%
CT 192% 185% 192% 192%
DE 207% 185% 207% 185%
DC 200% 200% 200% 200%
FL 192% 185% 207% 185%
GA 242% 185% 242% b 185%
HI 191% 185% 207% 207%
ID 185% 185% 185% 185%
IL 207% 185% 207%c 185%
IN 185% 185% 185% 185%
IA 250% 185% 250% 185%
KS 185% 185% 185% 185%
KY 192% 185% 192% 185%
LA 209% 185% 309% 309%
ME 207% 185% 207%d 207%
MD 257% 185% 207% 207%
MA 200% 185% 200% 185%
MI 192% 185% 192% 185% continued
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Pregnant  (through 6 months Children
Women3  postpartum) Infants  (age 1-5)
MN 287% 275% 292% 275%
MS 192% 185% 192% 185%
MOe 287% 185% 300% 300%
MT 185% 185% 185% 185%
NE 231% 185% 231% 231%
NV 185% 185% 185% 185%
NH 192% 185% 307% 192%
NJ 207% 185% 207% 185%
NM 192% 185% 242% 242%
NY 207% 185% 207% 185%
NC 192% 185% 192% 185%
ND 185% 185% 185% 185%
OHf 235% 185% 309% 309%
OK 195% 185% 195% 195%
OR 185% 185% 185% 185%
PA 192% 185% 192% 185%
RI 257% 192% 257% 257%
SC 193% 185% 193% 185%
SD 185% 185% 185% 185%
TN 185% 185% 185% 185%
TX 195% 185% 195% 185%
UT 185% 185% 185% 185%
VT 207% 192% 307% 307%
VA 185% 185% 185% 185%
WA 192% 185% 207% 207% continued
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Postpartum Women,
Not Breastfeeding
Pregnant  (through 6 months Children
Women3  postpartum) Infants  (age 1-5)
WV 185% 185% 185% 185%
WI 192% 185% 192% 192%
WY 185% 185% 185% 185%
Source: Maternal and Child Health Policy Research Center.
Note: Calculations were based on the reported income eligibility levels and allowable earned income
disregards used to determine Medicaid eligibility in each state in 2001 but do not include
other disregards, such as those for child care and SSI. Information was verified by each state
Medicaid agency. If a state's Medicaid eligibility level was over 185%, that number was used,
since Medicaid recipients are adjunctively eligible for WIC. However, if a state's Medicaid
eligibility level was under 185%, WIC's limit of 185% was used.
This analysis is based on a family size of three. Thus, for the pregnant woman, the family
would be composed of the pregnant woman, her unborn child, and one other individual; the
family including the postpartum mother would have her infant and another individual; and
the infant and child would also be part of three-member families. In 2001, 185% of the federal
poverty level (FPL) was $27,066 in all states except Alaska ($33,837) and Hawaii ($31,136).
a The postpartum coverage period is through the end of the month in which the 60th day from the
end of pregnancy falls. For example, if a woman delivered on July 10, she would remain eligible for
postpartum coverage until September 30.
b Georgia’s gross income eligibility level for infants is based on an income standard of 235% of FPL,
which applies to infants who are born to mothers enrolled in Medicaid. Infants who are born to
mothers not enrolled in Medicaid are covered up to 192% of FPL (185% of FPL net, after income
disregards are applied).
c Illinois’ gross income eligibility level for infants is based on an income standard of 200% of FPL,
which applies to infants who are born to mothers enrolled in Medicaid. Infants who are born to
mothers not enrolled in Medicaid are covered up to 140% of FPL (133% of FPL net, after income
disregards are applied).
d Maine’s gross income eligibility level for infants is based on an income standard of 200% FPL,
which applies to infants who are born to mothers enrolled in Medicaid.  Infants who are born to
mothers not enrolled in Medicaid are covered up to 192% FPL (1853% FPL net, after income
disregards are applied).
e In addition to the standard $90 monthly disregard (AFDC standard), Missouri disregards $30
and a third of the remaining earned income for pregnant women. No disregards are applied to
infants and children covered by the SCHIP Medicaid expansion (up to 300% of FPL).  The “$30-
and-a-third” applies for up to four consecutive months, after which the one-third disregard is
dropped; after another eight months, the $30 is dropped. This higher income threshold would
therefore apply only for the first four months of coverage, and the standard $90 disregard would be
applied after the first year. If a family becomes ineligible for Medicaid because of loss of earned income
disregards, the family may be eligible for Temporary Medical Assistance (TMA). This program
provides Medicaid coverage for the family for six months following ineligibility and, if other
requirements are met, the family may be eligible for an additional six months. TMA ends 12
months after Medicaid ineligibility, but eligibility may be extended for an additional 24 months if
certain criteria are met.
f In addition to the standard $90 monthly disregard (AFDC standard), Ohio disregards $30 and one-
third of the remaining earned income each month for pregnant women, infants, and children under
both Medicaid poverty-related eligibility and SCHIP Medicaid-expansion eligibility. This disregard
is applied for one year to families who received TANF in at least one of the preceding four months.
APPENDIX — TABLE 1
(continued)
